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ABSTRACT
Non- recent (historic) childhood sexual abuse is an 
important issue to research, though often regarded 
as taboo and frequently met with caution, avoidance 
or even opposition from research ethics committees. 
Sensitive research, such as that which asks victim- 
survivors to recount experiences of abuse or harm, 
has the propensity to be emotionally challenging for 
both the participant and the researcher. However, most 
research suggests that any distress experienced is usually 
momentary and not of any clinical significance. Moreover, 
this type of research offers a platform for voices which 
have often been silenced, and many participants report 
the cathartic effect of recounting their experiences 
in a safe, non- judgemental space. With regard to the 
course of such research, lines of inquiry which ask adult 
participants to discuss their experiences of childhood 
sexual abuse may result in a first- time disclosure of 
that abuse by the victim- survivor to the researcher. 
Guidance about how researchers should respond to 
first- time disclosure is lacking. In this article, we discuss 
our response to one research ethics committee which 
had suggested that for a qualitative study for which we 
were seeking ethical approval (investigating experiences 
of pregnancy and childbirth having previously survived 
childhood sexual abuse), any disclosure of non- recent 
(historic) childhood sexual abuse which had not been 
previously reported would result in the researcher being 
obliged to report it to relevant authorities. We assess 
this to be inconsistent with both law and professional 
guidance in the United Kingdom; and provide 
information and recommendations for researchers and 
research ethics committees to consider.
INTRODUCTION
The effects of childhood sexual abuse (CSA) are 
often devastating and wide ranging; affecting phys-
ical,1 psychological2–4 and sexual health.5 The inci-
dence and prevalence of such abuses are difficult to 
ascertain, not least because most incidents of CSA go 
unrecognised or unreported by the victim.6 However, 
incidence rates of CSA are likely to be significant. In 
a representative sample from the United Kingdom 
(UK), 18.6% of women aged 18–24 reported contact 
sexual abuse (ranging from touching to rape) while 
they were still children.7 This is consistent with inter-
national data. A meta- analysis of studies from 22 
countries reported some form of sexual abuse prior 
to the age of 18 in 19.2% of women and 7.4% of 
men.8 Where reporting does occur, numerous factors 
contribute to its delay or only partial disclosure.6 9
Researchers engage in the empirical study of 
survivors’ experiences in order to understand the 
ramifications for survivors’ social lives, their mental 
and physical health, and their psychosexual well- 
being. Findings often aim to increase public under-
standing of CSA,10 improve policies and services 
for survivors, and inform clinical care for people 
who have gone through similar experiences of 
CSA (whether or not this is known). The need for 
research is therefore clear.
Research which asks participants to discuss uncom-
fortable or traumatic experiences or memories is 
commonplace within health and psychological 
sciences. However, disclosure of previous trauma can 
occur in research environments spontaneously, even 
without the nature of the research being specifically 
focused on trauma. These disclosures can also be diffi-
cult for researchers.11 It is widely accepted participants 
may experience distress, even momentarily, when 
recounting their experience for research.12 However, 
evidence suggests for the large majority of partici-
pants, this distress is neither clinically significant nor 
longstanding.13–17 It has been documented that these 
research- based exchanges can even be cathartic due to 
offering a non- judgmental ‘safe space’ in which partic-
ipants may achieve validation and find a voice.18 This 
has led some to conclude ‘there is a low likelihood 
of significant emotional harm from participating in 
trauma- focused studies’ for participants involved in 
research.13
A particular ethical challenge facing researchers 
who work with adult survivors of CSA may arise if 
they receive disclosures of criminal activity perpe-
trated on the participant which have not previously 
been recognised or reported to relevant authorities. 
This is sometimes described as non- recent (historic) 
CSA,6 even though it may not be long ago for a young 
adult survivor. This analysis piece was prompted by 
comments received (by SAS, CR, YR) from a research 
ethics committee (REC) on proposed work involving 
qualitative interviews about the childbearing expe-
riences of women who had previously experienced 
CSA. The REC asked what the researchers would do 
if ‘specific information about criminal activities are 
identified given that you would have the obligation 
to report this’.i The source, nature and scope of this 
supposed ‘obligation’ were not explained. This piece 
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BACKGROUND
The research setting of an unhurried, private interview might 
be the first time and place in which the participant has ever felt 
safe to tell their story. Most CSA is not revealed, and most adult 
victim- survivors of CSA choose not to make a formal report to 
the authorities.19 The reasons can be complex and numerous, 
ranging from rational fears of disbelief or reprisals, to wishing 
to protect other family members. This raises different challenges 
from disclosure of current abusive behaviour. Studies about 
experiences of non- recent (historic) CSA need an empathic 
researcher; research itself will be hampered if the participant 
fears anything they say will be reported to authorities not already 
privy to the information. Removing choice from any victim- 
survivor is deeply disempowering and re- enacts the dynamics of 
abuse of power and loss of control which is often characteristic 
of the original abuse.4 The process of reporting to authorities is 
stressful; it may result in forced disclosure to family members or 
partners, which the victim- survivor had not planned, which itself 
can be (re)traumatising. Requiring researchers to report disclo-
sures of non- recent (historic) abuse might increase the risk of the 
likelihood of significant harm being caused by participation in 
research beyond ethically tolerable levels.
In therapeutic contexts, increasing awareness of CSA, and also 
of the risk of ‘gaze aversion’ (where professionals do not want 
to acknowledge it), has led to greater encouragement to share 
information with safeguarding authorities. This is conducted 
either via a ‘support to report’ pathway, or by breaching patient 
confidentiality in order to report disclosures of situations which 
suggest vulnerable persons are at risk.6 The latter route is some-
times undertaken, even where consent to report disclosures 
has been refused by the person disclosing their experiences 
of non- recent (historic) CSA.20 This raises significant ethical 
challenges.21 It involves a deliberate breach of the element of 
trust built between the patient/client (here, a victim- survivor of 
CSA) and the authority figure in whom they confide and who is 
meant to provide therapeutic counsel (whether that be a medical 
professional, psychological or counselling practitioner, social 
worker or other therapeutic practitioner).
For researchers, there is no specific guidance regarding previ-
ously unreported disclosures of non- recent (historic) CSA. 
Researchers must abide by their obligations to comply with 
general legal, ethical, and data protection standards.6 22 When 
these are ambiguous and fail to give guidance as to how choices 
should be made between competing principles, or on strategies 
to balance them fairly with each other, then researchers are ill- 
equipped to address the concerns raised by the REC.
LEGAL POSITIONS
The suggestion which prompted this article—that if non- recent 
(historic) CSA which had not been previously reported was 
disclosed to researchers then the researcher would be obliged 
to report it to relevant authorities—is inconsistent with both 
law and professional guidance in the UK. In the UK, there is no 
general legal duty to report crimes, and mandatory reporting 
obligations are tightly defined and rare.23 In 2016, the govern-
ment consulted on whether to make reporting of child abuse 
mandatory and concluded it would not do so.24 The Indepen-
dent Inquiry into Child Sexual Abuse (IICSA) has taken evidence 
on mandatory reporting, but has not yet reached a conclusion 
on the issue.25–27
Existing reporting duties do not directly address the research 
context, but the terms on which they are formulated make it 
unlikely they would be interpreted such that mandatory reporting 
would apply. In the only clearly analogous case where reporting 
is mandatory in England and Wales,28 concerning the female 
genital mutilation (FGM) of minors, ‘historic’ cases are expressly 
excluded.29 In Wales, there is a wider mandatory obligation on 
organisations (but not individuals) to report current child protec-
tion concerns (where there is reasonable cause to suspect a child 
is at risk).30 This applies to local authorities, police, providers of 
probation services, local health boards, National Health Service 
Trusts, and Youth Offending Teams. Some researchers will be 
employees of such organisations, but this would be coincidental. 
These obligations are defined in terms of individuals being at 
risk, not to the investigation of crime.
Similar considerations arise even in jurisdictions which have 
general mandatory reporting laws, such as those that have existed 
in parts of Australia since 1969 and which were considered in the 
Royal Commission into Institutional Responses to Child Sexual 
Abuse.31 In federal Australian law, and most states, the reporting 
obligations are imposed only on certain authorities (as in Wales, 
above) and researchers are unlikely to be covered unless they 
work within the prescribed services. In the Northern Territo-
ries there is a more general rule that will apply to researchers 
as members of the public, subject to a defence of ‘reasonable 
excuse’ to the disclosure obligations.32 The arguments we make 
in this paper support the reasonableness of declining to disclose 
in order to protect the autonomy of adult research participants 
to determine whether reports are made. This is specifically 
accepted in New South Wales, also in Australia, where the law 
states that the fact that an adult victim does not wish the matter 
reported provides reasonable and sufficient justification for 
non- disclosure.33
These examples suggest that it is unlikely to be true that 
researchers would be legally obliged to report disclosures of 
historic abuse against the wishes of participants. The detailed 
arguments that would need to be made to support this claim 
will depend on the specific legal jurisdiction in which they work. 
We do not offer a comprehensive survey of the laws in different 
jurisdictions, but the illustration suffices to show that even where 
mandatory reporting exists, claims of an automatic or absolute 
legal duty to disclose are unlikely to be well founded.
FRAMEWORK FOR DISCLOSURE DECISIONS IN PUBLIC 
INTEREST
We therefore turn to consider the implications of the more 
general protections of privacy in both law and ethics, and in 
particular the way in which privacy rights are protected through 
the obligation of confidentiality. The starting point for analysis is 
that reporting of information disclosed to researchers would be 
unlawful and unethical, because the researcher has only acquired 
such information subject to legal and ethical obligations of 
(research) confidentiality (which adds specific responsibilities to 
those arising from general protections of privacy).
Any breach of said obligation would need clear justification. 
It is sometimes permissible, although not obligatory, to disclose 
information in the ‘public interest’. Any jurisdiction which 
recognises privacy rights will include an exception of this sort, 
as in the New Zealand Privacy Act 2020 which states that other-
wise confidential information may be disclosed where necessary 
to prevent or lessen a serious threat to public health or safety; 
or to the life or health of individuals.34 In the UK there is also 
a recognised justification for disclosure to ‘prevent, detect, or 
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The implications of these powers, which are not duties such 
as those considered in the previous section, to breach confiden-
tiality in the public interest can be considered against the frame-
work set out in the General Medical Council (GMC) Guidance 
on Confidentiality. This was drawn up in order to ensure doctors 
complied with UK law, including international human rights 
requirements such as privacy.36 The GMC advises that when 
considering breaching confidentiality, it is necessary to balance 
various factors that point against disclosure, including the 
‘potential harm or distress to the patient arising from the disclo-
sure’, harm to trust in professionals and the views expressed by 
the patient.36 The GMC recognises breaching confidentiality 
is exceptional and should only occur if ‘failure to disclose the 
information would leave individuals or society exposed to a risk 
so serious that it outweighs the patient’s and the public interest 
in maintaining confidentiality’36 (i.e., both criteria are fulfilled). 
We have already seen that removing control from the partici-
pants itself causes harm and this raises the threshold required for 
disclosure against a patient’s objection, which the GMC suggests 
can only be justified in the public interest in cases where ‘failure 
to do so would leave others at risk of death or serious harm’.36 
It follows that the state interest in investigating crime is insuffi-
cient to justify overriding a participant who wishes to maintain 
confidentiality.
The only plausible situation for a public interest disclosure 
in the context of research is when the participant- survivor 
discloses that the perpetrator of their own CSA poses a current 
risk to vulnerable people (especially children aged under 18). 
However, researchers will rarely have sufficient information to 
make a proper assessment of this risk and it would be unethical 
to proceed from suspicion to breach of confidentiality without 
seeking advice. This can usually be obtained on an anonymous 
basis (without compromising the participant’s privacy) within 
UK health providers via Caldicott Guardians, or through safe-
guarding processes. We recommend this step should precede any 
non- consented reporting of disclosures in order to ensure the 
balance is properly struck, and the researcher’s response is there-
fore appropriate and proportional.
RECOMMENDATIONS FOR RESEARCHERS
Researchers in the UK have no legal or ethical duty to report 
disclosures of previously unreported non- recent (historic) cases 
of CSA by their participants. We have shown why we believe 
that this is probably also the case for Australia where manda-
tory reporting laws exist. We recommend that reports should 
not generally be made without the consent of research partici-
pants because to take away their control over disclosure is likely 
to be particularly damaging in this context. Researchers should 
only consider reporting these disclosures if they have reason to 
believe the reported perpetrator of the abuse has access to, and 
therefore may pose a current risk to, vulnerable persons (espe-
cially children under the age of 18). This would be an example 
of the ‘public interest’ ground for breach of confidentiality. We 
recommend if researchers believe there are exceptional circum-
stances which make the risk to vulnerable persons so immediate, 
such that disclosure without consent may be necessary, the safety 
risk should first be assessed with an independent agency (e.g., 
social services or police) on an anonymous basis.
CONSIDERATIONS FOR RESEARCH ETHICS COMMITTEES
It is important for RECs to not only assess the ethical rigour 
of any proposed research project, including those involving 
victim- survivors of CSA, but also be aware of the legal frame-
works which apply to the jurisdiction in which the research is 
intended to be conducted. RECs should also draw researchers’ 
attention to the legal jurisdiction and its supposed ‘obligations’. 
We argue for a presumption that—in the UK at least—disclosure 
would be unethical whatever the legal framework. Readers or 
researchers working within other legal systems must carefully 
review the issue before planning to start. The research itself might 
become unethical (and re- traumatising) if the legal framework is 
not understood in advance, does oblige mandatory reporting, or 
is not made crystal clear to participants before engaging with the 
research. Research ethics committees should ensure researchers 
are able to offer all participants advice about, and appropriate 
signposting to, a full range of current, independent agencies and 
sources of support available. This can be coupled with ensuring 
researchers know what to do and how best to facilitate should 
participants wish to make contact with relevant agencies if they 
are not already linked into them. What we strongly oppose, 
however, is the enforcement of rigid protocols which encourage 
researchers to follow ‘support to report’ pathways, or breach 
participants’ confidentiality in order to report all disclosures.
Likewise, it is important for RECs to assess and ensure the 
suitability of the researchers undertaking sensitive projects and 
that of their own support networks or supervision.11 37 This is 
important especially for times when conducting a sensitive inter-
view becomes emotionally intensive or exhaustive,38 challenging 
to conduct,39 or indeed, has made the researcher question 
whether or not there is a need to take action which would result 
in the breach of the participant’s confidentiality.12 It is therefore 
important for members of RECs to understand the complexity 
of such sensitive research, and draw on both principles of ethics 
and law when reaching decisions on whether or not to grant 
ethical approval.
CONCLUSION
Childhood sexual abuse has long existed, but been taboo, and 
thus neglected, ignored or deemed too controversial to examine. 
Research must aim to understand better the experience of survi-
vors. Those who have experienced CSA belong to a group whose 
voices are seldom heard, and research to better understand their 
experiences should be undertaken in an appropriate and sensi-
tive manner. The analysis we present above, depicts a UK REC’s 
suggestion that there was an ‘obligation’ or ‘duty to report’ 
which was in fact misconceived in law, ethics, and policy terms. 
We believe the proper response to the REC’s question is that 
when a researcher receives a first- time disclosure of non- recent 
(historic) CSA, they should generally respect the participants’ 
decision on whether a report should be made to the police or 
safeguarding authorities. Only where there is clear evidence of 
current risk should they consider breaching confidentiality, and 
if they believe this to be the case, they should seek advice on an 
anonymous basis. They should not proceed directly to disclosure.
Our key concerns about introducing mandatory reporting are 
that it would undermine people’s control over the (re)telling of 
their stories, make them even more reluctant to participate in 
research, and further silence the voices of people who should 
be heard, without prejudice and without fear of losing control 
of their own story and survivorship. We have illustrated how 
mandatory reporting systems do recognise reasonable excep-
tions to the obligation to share information and why it is usually 
reasonable to preserve the confidentiality of disclosures by 
adults, of abuse they have experienced in the past. Respect for 
participants’ need to control whether or not data are reported 
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to child protection authorities is an important ethical founda-
tion enabling them to trust researchers. In the case we describe 
above, the UK REC to which we applied for ethical scrutiny and 
approvals asserted a (mythological) blanket rule which would 
have prevented the researchers responding sensitively to a 
participant who chose to disclose the experience of abuse at an 
‘ethically important moment’.40 Such a rule would undermine, 
rather than promote good research ethics.
Twitter Sergio A. Silverio @Silverio_SA_, Susan Bewley @susan_bewley, Elsa 
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